Parents and pediatricians agree about the importance of ensuring each child's optimal physical, emotional, and social development. Largely because of its impact on communication, congenital hearing loss seriously threatens that development. In deciding how to communicate with their children, the parents of children who are deaf or hard of hearing (DHH), 92% of whom have normal hearing, 1 have been torn for many years by the acrimonious debate between advocates of sign language versus advocates of aural and oral education. Fortunately, advances in technology and practice over the past 25 years (eg, newborn hearing screening, digital hearing aids, cochlear implants, and early educational intervention) have dramatically improved the opportunities for children who are DHH to learn communication skills critical to optimal development at levels comparable to their hearing peers.
The majority of parents with infants who are profoundly deaf are now opting for cochlear implants, and research about the benefits of cochlear implants and early intervention has mitigated some of the historic debate between those advocating for sign language and those advocating for aural and oral education for children who are DHH. 2 -5 However, the role of sign language in helping children who are DHH communicate remains contentious. 6 -8 Recent articles in Pediatrics have presented contrasting conclusions. In a 2015 Pediatrics article, 9 9 "experts in otolaryngology and language development [discussed] the pros and cons of teaching sign language in addition to teaching oral language." After appropriately noting that "pediatricians. . .need to help parents understand the benefits and risks, " 1 of the experts concluded that "There are no risks to learning sign language along with spoken language, but there are well-defined benefits." A short time later, in another Pediatrics article 10 based on a systematic literature review of studies from 1995 to 2013, Fitzpatrick et al concluded that "insufficient . . . high-quality evidence exists to determine whether sign language in combination with oral language is more effective than oral language therapy alone."
In this issue of Pediatrics, Geers et al 11 provide clear evidence related to part of this debate about whether learning sign language helps deaf children who are implanted and have hearing parents. Children who received cochlear implants before 38 months of age were divided into 3 groups as follows: no use of sign language (n = 35), short-term use of sign language (n = 26), or long-term use of sign language (n = 37). The 3 groups did not differ by statistically significant margins on their demographic characteristics, measures of language, or cognition at baseline. Children were assessed prospectively until they were 9 to 11 years old on the basis of speech, language, and reading proficiency by certified examiners who did not know the child's group membership.
The findings are clear. Children who did not use sign language had better speech and language skills by statistically significant margins at 36 months postimplant, and these children also developed better spoken-language and reading skills near the end of elementary grades than children who used sign language. Over 70% of the children who did not use sign language achieved age-appropriate spokenlanguage competency, whereas only 39% of the long-term sign language users reached this benchmark. Some long-term signers developed ageappropriate language and reading skills by 9 to 12 years of age, but nonsigners were 3.5 to 4.0 times less likely than signers to have delayed mastery and scored ∼0.6 and 1.3 SDs higher in language and reading, respectively. These findings are important for both parents and clinicians.
Of course, the Geers et al 11 study is not the final word. Its results, even if replicated by future research, should not be used to draw conclusions about other groups of children (eg, deaf children of deaf parents or children with hearing aids) or related questions such as whether children communicating primarily with American Sign Language typically acquire age-appropriate language and reading skills. Until additional well-designed research is done, humility, common sense, and the support of parents' choices should remain paramount.
Hopefully, the findings of the Geers et al 11 study will trigger more research and will help health care providers remember the importance of family context as they counsel families of children who are DHH. For hearing parents of deaf infants who have chosen cochlear implants, the study's findings suggest that learning sign language should be an option rather than an imperative. Although learning sign language is 1 option, parents should consider other ways of supporting their infants' communication and development. Additionally, because children with deaf parents who communicate fluently in American Sign Language were not part of the Geers et al 11 study, we do not know whether early aural habilitation combined with sign language may have benefits associated with dual-language learning. 12 More research is needed.
In the meantime, the Geers et al 11 study is an excellent example of how well-designed research can provide credible and useful information. Relying on results of such research, instead of relying on anecdote and argument, as the basis for policy and practice can help end the passionate but debilitating debates between advocates of signing and nonsigning, while offering useful guidance to families with children who are DHH and their health care providers.
